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In 2018, opioids were involved in 46 802 overdose deaths.1 To help address the opioid 

overdose epidemic, the Centers for Disease Control and Prevention (CDC) released its 

Guideline for Prescribing Opioids for Chronic Pain (CDC Prescribing Guideline) in March 

2016. To support providers in implementing the guideline, a set of 16 quality improvement 

(QI) measures were developed that align with the CDC Prescribing Guideline. The goal of 

these QI measures is to provide health care systems with the means to track their progress in 

implementing recommended practices to improve care over time. As the QI adage states, 

“You cannot improve what you cannot measure.”

When the CDC Prescribing Guideline was published, only a few opioid-related measures 

existed.2 Since then, some have been developed but remain based on claims or pharmacy 

data, including measures of opioid misuse,3 high dosages, and co-prescribing of 

benzodiazepines (NQF 3389, NQF 3316e).3 Electronic health record (EHR)-based QI 

measures have the potential to provide timely information using dashboards for audit and 

feedback to clinicians.4

This article describes the development of the first EHR-based opioid QI measures aligned 

with the CDC Prescribing Guideline recommendations to support opioid QI efforts.
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Approach to Developing the Opioid QI Measures

The development of the QI measures required operationalization of all 12 recommendations 

in the CDC Prescribing Guideline. Beginning with early versions of several measures the 

CDC drafted in collaboration with experts in the field, we searched measures databases, and 

peer-reviewed and gray literature for an initial set of 23 QI measures.

To evaluate each measure, we used existing measurement criteria from National Quality 

Forum,5 the Centers for Medicare & Medicaid Services Measures Management System 

Blueprint,6 and the National Quality Measures Clearinghouse7 (Table 1). We then created a 

template to evaluate each measure on each of the criteria. Then, 9 stakeholders familiar with 

chronic pain, opioid prescribing, and potential misuse among patients in primary care were 

recruited to evaluate and provide individual input on the measures on those criteria and in 3 

stages:

Stage 1. Online Survey: Stakeholders rated each measure on the criteria in the 

template and provided input on challenges to pulling the measures. Stakeholders 

selected the 10 most needed measures, and from those, ranked the 5 easiest to 

produce.

Stage 2. Semistructured Interviews: We conducted individual telephone interviews to 

discuss survey responses, and ask about their opioid QI experience.

Stage 3. Group Discussion: To further specify the measures, we discussed with 

stakeholders and the CDC, after which several measures were revised or dropped.

Survey results are based on the average ratings for each measure on each criterion. 

Qualitative data were synthesized to identify themes. Data collection was approved under an 

expedited review of Abt Associates’ Institutional Review Board.

Stakeholder Feedback

Table 1 presents the stakeholder ratings for a sample of QI measures. These specific 9 

measures were chosen to illustrate the range of feedback for different types of clinical care 

(ie, laboratory tests, prescribing) and how this care is captured in EHRs, and to illustrate a 

range of ratings on different criteria. For example, Measure 13 (use of urine drug testing) 

was rated important, valid, provides timely information, useful, would not be too 

burdensome to produce, and was ranked by stakeholders as needed and easy to build, 

whereas Measure 14 (access nonpharmacologic therapy) was rated relatively high in terms 

of importance, but high burden.

The final set of 16 QI measures are publicly available in the CDC Quality Improvement and 
Care Coordination: Implementing the CDC Guideline for Prescribing Opioids for Chronic 
Pain.8

Anticipated Challenges to Producing the Measures and Potential Solutions

Stakeholders provided input on anticipated implementation challenges. The most critical 

challenges were related to limitations of EHR data to support the creation of denominators 
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(eg, long-term opioid therapy [LTOT]). Many EHRs are unable to capture or calculate days’ 

supply. A potential solution identified was to use the number of opioid prescriptions in a 

period of time, or to build a registry to track patients. A similar challenge for establishing 

denominators included identification of a pain condition or diagnosis as part of the measure 

specification that is not readily available in EHRs. Solutions included prioritizing select 

conditions or using the opioid medication as a proxy for a pain diagnosis.

Other challenges involved identifying referrals related to pain care or opioids, or capturing 

referrals outside of a health care system. Similarly, reflecting recommended processes of 

care (eg, counseling) was identified as a challenge for which solutions such as building 

structured fields or check boxes could better identify the completion of these recommended 

processes.

Conclusion

The 16 QI measures are meant to support providers, practices, and systems in their QI 

efforts to provide safer care to patients on LTOT for chronic pain. Although some of the 

solutions to operationalize the measures may not be ideal for precision, they are critical for 

feasibility.9 Health care systems across the country can tailor the measures to their systems’ 

policies and monitor the measures over time to observe trends. The small sample size and 

purposive sampling of expert stakeholders are limitations to this work. The next phase for 

these measures is to have health systems build the measures in their EHRs to support their 

opioid QI initiatives as participants in the CDC Opioid QI Collaborative—a collaborative of 

health systems aiming to improve care of patients with chronic pain and on long-term 

opioids by pursuing QI efforts, using the QI measures to monitor changes over time, and 

engaging in shared learning with other systems. Results on how systems operationalized 

these measures, trends, and ultimately the effect of their QI efforts in changing practice are 

forthcoming.
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